It's an accepted fact that change is inevitable in all facets of life but that some changes are much more obvious than others. For example, whilst we still have to deal with an inevitable death that more often than not involves a fatal cardiovascular condition, the introduction of thrombolytic therapy and, more recently, primary percutaneous angioplasty (PTCA) and drug2eluting stents has dramatically changed how we manage acute myocardial infarction (AMI). Coupled with better management of cardiovascular risk factors and, perhaps, greater awareness of bheart attacksQ in the general community, there is now striking evidence that we are altering the pattern and natural history of ischaemic heart disease [1] in our efforts to improve health outcomes. This has led to a situation where we have appeared to win some battles (i.e. more patients with less severe forms of an acute coronary syndrome as opposed to those presenting with a Q-wave AMI with associated cardiogenic shock and/or ventricular rupture) and created new ones (i.e. a rising epidemic of chronic heart failure [2] ).
I wonder if, as cardiovascular nurses, we have fully appreciated and understood the impact of the changes outlined above on our profession. On reflection, it occurs to me that the traditional coronary care nurse who works within a typical coronary care unit (CCU) has the most to lose from the shift in focus from expert nursing management of acute coronary events to chronic cardiac disease management.
When I first entered the nursing profession in the mid-1980's in Australia, coronary care nurses were considered to be the bbest of the bestQ -particularly as you could only join them if you undertook a competitive and elite critical care course and they were the ones who ran through the hospital to manage sudden cardio-respiratory arrests. Significantly, they were the only ones allowed to administer external cardiac defibrillation and magically restore patients to life as a result. When I joined a busy coronary care unit in the late 1980's, my dreams were realized. I had the opportunity to not only manage cardiac arrests both within and without the CCU, but also manage a seemingly endless supply of critically ill patients requiring thrombolytic therapy and close arrhythmia, haemodynamic and S-T segment monitoring to minimise the impact of a life-threatening AMI; the principle of btime and non-reperfusion=cardiac muscleQ always close to my thoughts and actions. Clearly, an expert coronary care nurse was a critical and highly valued professional in the management of acute coronary syndromes and their clinical sequelae during this era. Selfesteem and CCU morale was a never an issue in those days amongst the nursing staff.
Consider now the some of the recent changes that may have eroded the status and value of coronary care nurses in the current era of expert CCU management:
! The ratio of unstable angina pectoris/non-ST elevation AMI versus Q-wave AMI has dramatically altered. The former and more bbenignQ clinical scenario is now a much more common reason for admission to a CCU. ! The importance of expert interpretation of a presenting patient's ECG's and history has diminished with the availability of a simple troponin test to detect underlying myocardial damage and need for urgent intervention. ! The most common form of intervention for AMI (i.e. thrombolytic therapy) has been moved out of the coronary care nursesT hands into those of the interventional cardiologist (i.e. PTCAFstents). ! Automated S-T segment and arrhythmia monitors provide 24-hour alarms for impending crises and result in less crisis management. ! The number sudden cardiac events secondary to uncontrolled ischaemic events (e.g. cardiac tamponade, reperfusion arrhythmia or ruptured ventricle) within the CCU has undoubtedly declined. ! The increasing introduction of portable, automated cardiac defibrillators has lessened the need for larger machines with expert operators to interpret cardiac rhythms and deliver a life-saving shock.
Based on these changes, there is little doubt that the role of the coronary care nurse in the modern-day CCU in Australia and other developed countries has changed dramatically in the past few years. If possible it would be fascinating to determine if the external bvalueQ and bself-worthQ of the expert coronary care nurse peaked at the time when he or she was integral to the diagnosis, monitoring and treatment of the patients with an AMI and has declined in recent years. As a surrogate measure, it would also be interesting to see whether newly graduated nurses still perceive coronary care nursing as an elite component of the nursing profession or have shifted their attention elsewhere.
It is quite possible, for example, that expert nurses in the management of chronic cardiovascular disease states and operating within the community (e.g. the specialist heart failure nurse) will become the new beliteQ in cardiovascular nursing. As a result, they may attract the same kind of awe and attention as the coronary care nurses of old. The fact that many specialist heart failure nurses are motivated individuals who used to work in a CCU and have sought a new challenge and, perhaps, the same kind of status they used to enjoy, supports this supposition.
Whatever the truth, there is little doubt that the role of the coronary care nurse has dramatically changed in recent years and that new nursing roles have been created to keep pace with an evolving epidemic of cardiovascular disease. A key lesson from these changes, of course, is that we should never become complacent and assume that the status quo will be maintained. The only way to counter changes in clinical practice and management that may render a once valued position as redundant is to become multi-skilled, clinically adaptable and confront new challenges proactively as they emerge. Who knows, the critical role and once unparalleled status of the coronary care nurse may yet be revived by more unforseen changes!
